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Introduction
Varicella zoster virus (VSV) is a neurotropical alpha-herpesvirus. Varicella, which is the primary infection of VZV causes vesicular skin lesions during childhood period. Following primary infection, the virus remains latent in neuron ganglia. Secondary infection, known as Herpes Zoster (HZ), is an infection that occurs years after the primary infection. It occurs due to the viral reactivation in the ganglion. HZ presents as painful vesicular lesions along the associated neuronal dermatome, usually occurring in adulthood [1, 2] . Although many complications may be observed in VZV infections during adulthood, pneumothorax is one of its rare complications. In this article, we present a male patient diagnosed with unilateral spontaneous pneumothorax that developed secondary to VZV.
Case presentation
A 47-year-old male patient admitted to our emergency department with the complaint of right-sided chest pain beginning 2 days ago. His medical history revealed that it was a sudden onset pain with pleuritic character. Dyspnea accompanied the pain. On physical examination, bilateral respiratory sounds were diminished particularly on the right side. His blood pressure was 135/80 mm Hg, fever was 36.1 °C and pulse was 89 / min. The patient's past medical history revealed that he was prescribed 500 mcg fluticasone + 50 mcg salmeterol discus 2x1, tiotropium bromide inhaler 18 mcg 1x1 for chronic obstructive pulmonary disease (COPD) and he was an active smoker for 30 pack*years. Patient was consulted with our clinics with the pre-diagnosis of right-sided spontaneous pneumothorax after posterior-anterior (PA) chest radiographs were analyzed. Our physical examination revealed crusted millimetric multiple lesions that were located on the intersection of right 5th intercostal space (ICS) and posterior axillary line ( Figure 1 ). P a g e / S a y f a | 196 His medical history revealed that those lesions appeared 2 weeks ago and they were severely painful. He also mentioned that he felt malaise and fatigue 1 week prior to the appearance of these lesions. Pulmonary auscultation revealed decreased pulmonary sounds on the right lung, and sub-total right sided pneumothorax was detected on chest x-ray. Tube thoracostomy was performed through the intersection of 6th ICS and midaxillary line using a 32 Fr chest tube under local anesthesia ( Figure 2 ). Case was consulted with the dermatology clinics for the differential diagnosis of the skin lesions. The dermatologic examination revealed that the skin lesions were concordant with VZV and no additional diagnostic tests were required. Chest tube was removed on the postoperative 4th day and the patient was discharged. Patient's physical examination at our outpatient clinics 1 week after his discharge was normal. He is admitting to our outpatient clinics regularly for follow up. 
Discussion
It has been reported that HZ secondary to VZV is diagnosed in about 1 million people in the United States of America (USA) annually. HZ is generally seen in adults and male to female ratio is equal [3] . The thoracic nerve ganglia are one of the regions where VZV remains latent and viral reactivations that cause HZ occur. Immunosuppression plays an important role in reactivation [4] . HZ vesicles appear attributable to the reactivation of VZV after a variable prodromal period.. This prodromal period may include symptoms of fatigue, headache, photophobia, as well as pain with variable frequency and severity. Vesicles are crusted in about one week. Contagiousness begins with the formation of HZ vesicles and ends with the crusting. However, the contagiousness of HZ is considered to be less than that of varicella due to the infrequent respiratory transmission [3, 5] . No factor that could lead to immunosuppression as detected in our case. However, similar to the literature, the lesions appeared one week after the onset of fatigue and the resulting vesicles were crusted within one week period. Our case mentioned he had severe pain around the skin lesions lasting about one week, however he had no complaint of pain at the time of admission.
Typical skin lesions accompanied by characteristic signs and symptoms are usually adequate for the diagnosis of HZ. Laboratory tests are necessary for immunocompromised patients due to the presence of atypical findings [3] . Our patient was diagnosed with HZ because he presented with the typical signs and symptoms of HZ on admission.
Various complications of HZ infection such as pneumonia, keratitis, uveitis, pleuritis and cranial nerve paralysis have been reported. The likelihood of occurrence and severity of these complications increase with age [4, 6] . Pneumothorax is also reported among the complications of HZ. Although the exact incidence is unknown, the majority of cases with secondary pneumothorax in HZ are those accompanied with VZV pneumonia and smoking. It has been argued that the development of pneumothorax secondary to VZV pneumonia is attributable to the rupture of subpleural necrotic nodules or the rupture of preexisting bleb due to inflammation caused by pneumonia [7] . In some cases, however, there is no examination or radiological findings to prove the presence of an underlying pneumonia [8] . In our case, clinical diagnosis of HZ could be established but the presence of pneumonia could not be clinically identified. However, we believe that inflammation due to HZ which is localized in the thoracic region may have caused the rupture of bullae secondary to the long-standing underlying COPD and active smoking and thus causing pneumothorax.
As a result, secondary spontaneous pneumothorax is a rare complication of HZ. It should not be forgotten that pneumothorax may develop rarely in these patients who present with dyspnea even with or without the presence of pneumonia. The easiest way to protect the patient from a complication that may be mortal, such as tension pneumothorax, is prompt diagnosis using physical examination and chest x-ray and immediate removal of air in the pleural cavity.
